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A. BUILDING c
B. WING
TN7506 08/23/2011

NAME OF PROVIDER OR SUPPLIER

NORTHSIDE HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

202 EAST MTCS ROAD
MURFREESBORO, TN 37130
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(%4) 1D SUMMARY STATEMENT OF DEFICIENCH:S 0 PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED B'* FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE CUMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORN ATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)
N 000] Initial Comments N 000 ;

Puring complaint investigation for comlaints TN
28487 and TN 27609, conducted on 8/23/2011,

| no deficiencies were cited under 1200-8-6,

Licensure Standards for Long Term Ciire.
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